SUMMARY Thirty nine cases of cerebellar infarct and haemorrhage were seen over a period of 3 years. Of these, 69% had no impairment of consciousness. Six cases had nystagmus and gait ataxia as their only abnormal signs. Small cerebellar strokes may present with only vertigo, unsteady gait, and unidirectional nystagmus, thus mimicking labrynthine lesions. Care in managing vertigo attacks in patients with risk factors for cerebrovascular disease appears to be warranted.
Until the advent of computed tomography, cerebellar infarction and haemorrhage were thought to be rare, and were seldom diagnosed in life. ' 2 Although now better recognised, recent reviews3 nevertheless continue to emphasise the more severe cases. We review our experience in the last 3 years, both to document that cerebellar haemorrhage and infarcts are not rare and also to emphasise that small cerebellar infarction and haemorrhage may mimic more benign lesions.
Cases
Nineteen patients (11 males, eight females age 43-80 years) with cerebellar infarction, and 20 patients (eight males, 12 females age 45-73 years) with cerebellar haemorrhage were seen in the University Medical Unit, Queen Mary Hospital from January 1981 to December 1983. All diagnoses were confirmed on CT scan, 48-6% of which was performed within the first 3 days, and 86-6% within the first 9 days. Fifteen of the infarct cases, and 12 of the haemorrhage cases had no disturbance of consciousness during the course of their illness. This group of 27 patients had fairly similar features of vertigo, nystagmus, nausea and vomiting, unsteady gait and limb ataxia. Headache was infrequent, as also were limb weakness and cranial nerve abnormality (table 1) . The vertigo was spontaneous and lasted for more than 5 minutes at onset in all cases, although brief vertigo of seconds duration precipitated by head movements, occurred later in three patients. Nystagmus was unidirectional in six cases of infarct, and three cases of haemorrhage. This was in the same direction as the direction of fall in two cases, and opposite in three cases. In the other four cases the patients had no consistent direction of falling. The direction of nystagmus did not lateralise the lesion well, corresponding in four of the unidirectional cases and not corresponding in five cases. Six cases had nystagmus and gait ataxia as their only abnormal signs (table 2) . However, careful examination revealed history of dysarthria in one, and presence of upgaze nystagmus in another. Most of the patients in this group resumed normal walking within a few days.
Twelve other cases had disturbance of consciousness. Of these 12 cases, three cerebellar haemor- 
